Introduction
Onychomadesis occurs when the proximal nail plate is separated from the underling matrix with persistent attachment to the distal nail bed. As the distal portion of the nail grows out, the separated proximal portion is painlessly shed [1] . The pathogenesis of onychomadesis is similar to that of Beau's lines where transverse depressions result from a thinned nail plate due to slowing or disruption of cell growth within the matrix [2] .
A variety of causes of Beau's lines and onychomadesis have been identified: trauma, infectious disease, autoimmune, neonatal, systemic disease, hereditary, medication induced, and idiopathic [2] . In all of these conditions, an insult to the nail matrix results in an alteration of nail growth. Since many factors can disrupt the matrix, proper diagnosis depends on a careful history and physical examination.
The distribution of the onychomadesis can provide clues as to the cause, with disease affecting multiple digits concurrently more likely attributable to a systemic process such as hand-foot-mouth disease, Stevens-Johnson syndrome, lichen planus, a drug side effect, or several other diseases [3] . When the process is isolated to a single digit, local trauma is the most likely etiology [4] . The occurrence of pain preceding onychomadesis should prompt consideration of either an inflammatory or traumatic cause [3, 5] . The timing of the first instance of nail dystrophy is also significant: persistent dystrophy of the bilateral great toenails, especially if present since childhood, may be due to congenital malalignment of the great toenails. In this condition, the longitudinal axis of the nail matrix is laterally deviated and continuous microtrauma causes the nail to grow out in thickened ridges [6] . Recurrent onychomadesis is uncommon and suggests temporally separated, repetitive matrix insults. Some recurrent cases have been attributed to autoimmune disease relapses or reported as familial or idiopathic [7] . A patient with recurrent seasonal onychomadesis of the great toenails is reported.
Case Report
A 23-year-old white female college student presented with a 4-year history of recurrent yellowing and detachment of the great toenails bilaterally. No other nails had been affected. Each episode occurred in the springtime and was associated with pain and redness at the base of the toenails, followed several weeks later by nail changes. Normal nail growth occurred during the rest of the year. A 12-week course of oral terbinafine had no effect on these cyclic nail changes. She denied any recent illnesses or medication use. No family members reported similar symptoms.
On physical examination, the distal nails of the bilateral great toes were dull, yellow, and separated from the healthy proximal nail (Fig. 1a) . All other toenails and fingernails were normal with no associated skin changes. KOH and fungal culture were both negative. Given the bilateral distribution and seasonal recurrence, we suspected recurrent nail trauma due to winter footwear. Six months later, the patient was seen again. The dystrophic nail had been shed, leaving behind a thinned nail plate with normal proximal nail growth extending halfway along the nailbed (Fig. 1b) .
Examination of the patient's shoes revealed wide toe boxes with no temporal linkages between purchase and onset of symptoms. She was advised to avoid tight fitting shoes and nail trauma. In the summer of the following year, the toenails had returned to normal without any new onychomadesis. The only behavioral change that correlated with the resolution of onychomadesis was the discontinuation of nighttime sock wearing during the winter months.
Discussion
This case is remarkable because of its seasonal recurrence and localization to the great toes. Only one previous report of seasonal onychomadesis was identified: a 79-year-old man with a 10-year history of idiopathic recurrent Beau's lines and onychomadesis of all fingernails, occurring in the winter [8] . Additionally, a single case of idiopathic recurrent onychomadesis of the toenails, not attributable to systemic disease or familial inheritance, has been reported: a 38-year-old Thai female with a 10-year history of sporadic recurrence involving all toenails [9] .
Traumatic onychomadesis is generally associated with obvious, sometimes dramatic trauma, such as repetitive friction from long-distance running, wrist and arm fracture, or fingertip crush injury [2, 10] . The use of ill-fitting, closed-toe shoes with a narrow toe box in the winter is a logical source of recurrent, seasonal toenail trauma. Our patient, however, denied wearing any uncomfortable shoes correlating with the onset or resolution of the onychomadesis. The patient believed that wearing cotton socks overnight caused transferred pressure to the proximal nail fold, with the following factors contributing: the patient has an "Egyptian foot," i.e. the great toe is the longest digit with the second through fifth digits decreasing b a Fig. 1 . Progression of nail growth over a 6-month time period. a Onychomadesis 2 months after onset of pain and erythema at the proximal nail fold. b Six months later, the distal nail has been shed revealing the underlying depressed nail plate.
Color version available online in length. A foot with Morton's toe (a long second toe) is known as a "Greek foot." These foot shapes refer to regional differences in the artistic depiction of feet found on ancient statuary. In the Egyptian foot, the long first toe is subjected to the greatest amount of mechanical pressure from tight socks. The sock exerts a downward force on the distal nail plate. With the nail bed as the fulcrum, a lever effect lifts the nail over the nail matrix.
The patient's large feet (size 10.5 in shoes) were compressed by standard women's socks made to fit sizes 5-9.
Most importantly, the patient started wearing socks during winter nights 4 years previously when she moved into a cold college dormitory. She suspected the socks as a causative factor in early winter soon after starting to wear socks at night and noticing pain at the proximal nail fold in the morning. She recalled a similar pain in previous years when wearing socks to bed. When she stopped wearing socks overnight, the pain resolved and the onychomadesis failed to recur.
If educated on the etiology of their condition, it is possible that other patients' idiopathic onychomadesis could benefit from similar, self-identified behavioral changes.
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